A case of choroidal osteoma presenting in a 22-year-old girl is reported. The tumour, unilateral and in a juxtapapillary site, appeared markedly elevated on the retinal plane, not flat or slightly elevated as in previous reports.
Case report A 22 year-old-girl presented without any previous relevant medical history. The right eye was normal. In the left eye the visual acuity was 60/60 and the anterior segment normal. A fundus examination revealed a solid mass of approximately 6x 6 papillary diameters located in the juxtapapillary region of the lower nasal quadrant. The mass was elevated from the retinal plane by about 5 dioptres and had a yellowish white centre and pinkish yellow sloping edges (Fig 1) . Standardised echography5 showed the lesion as a solid, raised subretinal mass with an extremely high reflectivity, observable even at the anterior surface of the lesion and shadowing the sclera and also the posterior orbital tissues6 (Fig 2) . The echographic images of the lesion were of foreign body type, showing spikes of extremely high reflectivity from the retinal surface corresponding to the tumour site (Fig 3) . In the remaining areas the thickness of the retina and choroid was normal; the optic nerve was also of normal diameter and reflectivity.
Fluorescein angiography showed a pattern of irregular hyperfluorescence overlying the tumour and evidence of diffuse staining of the tumour surface during the later stages. Numerous capillaries on the surface ofthe choroidal osteoma were present in the early phase of the angiogram (Fig 4) . CT showed a radiodense lesion adjacent to the left optic nerve head, at the posterior pole, of the same density as normal bone (Fig 5) .
When the patient was seen a year after the first observation, no variations of the mass were noted.
Discussion
The 5 dioptres elevation from the plane renders this case atypical. The Ultrasonically malignant melanoma presents with a regular, medium to low reflectivity with sudden rapid, spontaneous movements of the spikes indicating the presence of abnormal vascularisation. In contrast, the reflectivity of the metastatic carcinoma is medium to high and irregular, and spontaneous movements of the spikes are absent. With both these lesions, when shadowing of the posterior orbital tissues is present it is never so pronounced as it is in osteoma. The presence of a normal optic nerve with standardised A scan rules out the presence of a primitive neoplastic tumour of this structure. 7 Ossification of the choroid is typical of the phthisical eye. The phthisical eye, because of increased thickness and folds of the choroid, shows a shadowing ofthe posterior orbital tissues. Moreover this shadowing may be due to calcification of the choroid, which is present in a very advanced stage of the disease and distributed in a mottled fashion, not in a single mass as in osteoma. In retinoblastoma, in contrast to choroid osteoma, there is no single spike of high reflectivity of foreign body type but rather a series of spikes of high reflectivity originating both from the surface and from the neoplastic mass. These are referable to the presence of irregularly distributed calcification inside the tumour.8
In conclusion, owing to clinical similarities with osteoma serious problems of differential diagnosis are encountered with calcified haemangioma of the choroid. CT and echography makes identification and differentiation of osteoma and calcified haemangioma possible. Osteoma presents as a single, compact, calcified mass, while calcified haemangioma presents as bone surrounded by many large vascular channels.9
